Introduction {#sec0005}
============

Violence against women is a kind violation of human rights that affect women from all over the world,[@bib0150] presenting a high prevalence and impact on health services. It is defined as every act of violence against women that cause physical, psychological and sexual suffering, as well threats and deprivation of freedom.[@bib0155] It is permeated and determined by gender issues and has as intrinsic component the divergences between sexes, and it represents the social relations of power and the different roles of men and women.[@bib0160]

It is estimated that 30% of women around the world have experienced physical and/or sexual violence.[@bib0165] Studies point to the consequences of violence to women\'s health. As for mental health, they point to psychiatric problems, such as depressive disorders, anxiety, post-traumatic stress disorder, somatoform and personality disorder.[@bib0170], [@bib0175] Also, the use of licit and illicit substances and psychotropic and analgesic medication.[@bib0165], [@bib0180] Sleep-related disorders, improper feeding, body aches, bruises, low self-esteem and panic syndrome are also presented by these women.[@bib0185]

In this context, the health sector has fundamental assignments in the intersectoral response to the violence against women as well the identification the kind of violence, a prerequisite for providing immediate care and conducting referrals to specialized services.[@bib0190] So, it is important that attention to women\'s health in situation of violence occur in the Health Care Network (HCN), which is a network of organizations that provides or makes arrangements to offer equitable and integral health services to a specific population.[@bib0195]

In the context of the HCN, Primary Health Care (PHC) stands out for its role within this network which is to take over the communication center, organizing and rearranging flow and counter flow of users, products and information in order to enable a quality care and comprehensive care to users,[@bib0195] mainly to women in a situation of violence. In the PHC, professionals have the possibility of identifying and confronting violence against women.[@bib0200] This is especially true because health professionals are usually the first sought when they experience a situation of violence.[@bib0205]

Thus, this study aimed to know the potentiality and limitations for identifying situations of violence against women by PHC professionals.

Participants and methods {#sec0010}
========================

*Design, location and period*: Exploratory and descriptive study with a qualitative approach developed in three Family Health Strategy (FHS) units and one Basic Health Unit (BHU) of a municipality of the state of Rio Grande do Sul, Brazil, in the period of April--July of 2015.

*Sample and participants*: The participants in this sample were 21 health professionals of the BHU and FHS teams ([Table 1](#tbl0005){ref-type="table"}). The inclusion criterion consisted of being a professional health worker of these services and the exclusion criterion was being absent from work by any kind license during the period of data production.Table 1Description of participants.Table 1IdentificationRole (profession) at the BHU/FHSAge (years)Level of educationTime (years) at the BHU/FHSParticipant 1 (P1)Nurse36HE3Participant 2 (P2)Nursing Technician48HE13Participant 3 (P3)Nursing Technician54TE12Participant 4 (P4)Nurse26Post-graduation (Master)1.10 monthsParticipant 5 (P5)Nursing Technician37TE10 monthsParticipant 6 (P6)Nursing Technician31TE12Participant 7 (P7)Doctor66Specialist18Participant 8 (P8)Nurse48Specialist6Participant 9 (P9)Nurse27Specialist8 monthsParticipant 10 (P10)Doctor29HE2 monthsParticipant 11 (P11)Community Health Agent41HS9Participant 12 (P12)Nurse40HE2 monthsParticipant 13 (P13)Community Health Agent43HS6Participant 14 (P14)Community Health Agent36HS5Participant 15 (P15)Community Health Agent45HS10Participant 16 (P16)Nursing Technician37TE3 monthsParticipant 17 (P17)Community Health Agent43HS12Participant 18 (P18)Nursing Technician31TE3 monthsParticipant 19 (P19)Community Health Agent36TE6Participant 20 (P20)Doctor34HE1Participant 21 (P21)Community Health Agent32HE4.3 months[^1]

*Data collection and analysis*: Individual semi-structured interviews recorded in MP3 (audio), upon agreement of participants, were used for data generation. A script addressing sociodemographic and training data, the potentialities and limitations for the identification of situations of violence based on the gender perspective, was used. The interview was finished based on the saturation criterion.[@bib0210] The data were systematized and analyzed through the content analysis technique proposed by Minayo,[@bib0210] as detailed in [Table 2](#tbl0010){ref-type="table"}.Table 2Data analysis process.Table 2Pre-analysisLiteral transcription of the data obtained in the semi-structured interviews using a text editor, what was done by the same researcher who conducted the interviews in order to guarantee the fidelity of the transcription.\
Listening to the records and quick reading, comprising the first contact with the material obtained in the interviews with creation of the initial impressions about this theme.\
Sequence of exhaustive readings, from which the excerpts of the participants' speeches were highlighted with markers of different colors based on similar ideas in the content of the interviews. This step allowed gathering the material, which was submitted to a deeper analysis.Material explorationSeparation of information shared in the content of the different lines transcribed, by means of the enumeration of Nuclei of Meaning. The latter are words, phrases and expressions that give meaning to the content of lines and support the creation of these categories.\
Grouping of the Nuclei of Meaning for the creation of two thematic categories.Treatment and interpretation of results obtainedProposition of inferences and interpretation of results according to the objective of this study, having as analytic categories the care network for health and gender.

The study adopted as theoretical reference the Health Care Network, due to its guidelines and the possibility to offering quality health services to a specific population, which in this study are women in situation of violence. The results were analyzed according to the analytical categories network care for health and gender.

The participants were informed about the objectives and methods of the study through the Informed Consent Form. Those who agreed to participate signed two copies of this term. Participants were identified using the letter P referring to professional, followed by ordinal numbers according to the order of interviews (e.g.: P1, P2, ..., P21). The study was approved by the Committee of Ethics on Research with Human Subjects of the Federal University of Santa Maria, Opinion no. 928.490. The recommendations of Resolution no. 466/2012 which regulates studies with humans in Brazil were followed.**General scheme of the study**.

Results and discussion {#sec0015}
======================

Potential to identify situations of violence against women {#sec0020}
----------------------------------------------------------

In this category, several structural elements of health care in the network emerged in the speech of participants, according to the illustrations that follow ([Table 3](#tbl0015){ref-type="table"}).Table 3Thematic category 1 and testimony of participants.Table 3Category 1EmbracementWe identify more of those situations of violence against women at embracement \[\...\] P1.Active listeningThey came here in the health unit shaken, nervous, tearful. I like to identify them when they arrive with high blood pressure. \[\...\] So, you have a conversation with them: 'Do you take your medicine?' So, she replied: 'I take my medicines.' Then she starts to get a little choked up: 'My husband drinks, I did not sleep with him tonight'.BondHave a bond, because when you create a bond, they will tell you that they are suffering some kind of aggression. P9.Spontaneous reportingWhen the woman speaks by herself (without necessity to make questions) P7.Behavior observationNursing is privileged work because the person does not need to verbalize that she is suffering violence. The victim has a posture of her own, suffered, she does not look you in your eyes, head down \[\...\] P16.Professional experienceWe identify by the time of work. Sometimes they say, 'I fall'. "Did you fall and get the black eye?" I identify the real story, by the time of work. P2.\
Injury observationThere are those people we can identify that are not telling the truth. \[\...\] For example: A bite on the body, although the battered person does not have the lower dentition. So, we do not believe in this history \[\...\] P5.\
What can help me to identify is what I see in the person (referring to injuries). P8.Prenatal consultationAt the prenatal consultation I do not ask about violence \[\...\] I asked: 'How is your relationship with your husband? And with your children?' That is a kind of question I ask. The relationship itself. But, not in relation to violence \[\...\] P4.Home visitWe do a home visit. Sometimes, when we get there, the woman has a facial injury \[\...\] P12.\
Children and/or neighbors reportsI identified because one of the children said: 'Is not truth mother that dad took the knife to kill you?'\
The neighbor said: 'In that house the man hits her. Sometimes there are screams'. There is a lot of complaint from the community. P12.

The embracement is pointed out by APS professionals as the main way to identify situations of violence against women. In this sense, the situation of violence requires the professional skills of this host, which implies qualified, sensitive and empathetic assistance, free from blame, so that the woman feels safe to report the violence experienced. It has a view to overcoming the model of attention based on the knowledge and technologies of medical practice, aiming to attend to health needs in an integral way,[@bib0215] especially in dealing with problems of a multifaceted and complex nature such as violence against women, marked by gender stereotypes.

Behavior observation of the users and the active listening were also pointed out by the professionals and perpass the analysis of information, when women speak spontaneously or when they show objective signs of physical violence experienced. But, mainly the analysis of the non-verbal manifestations, since the majority of the women in these situations behaves in a different way, emphasizing the little verbalization.

The fact that a large number of women in situations of violence show a singular behavior leads the professionals to be suspicious of violence. Thus, during procedures such as blood pressure measurement, it is possible to create an atmosphere for the woman to report the violence. For this, professionals must listen to her carefully, showing interest and respect for her, transmitting to the woman the certainty that she is being heard and understood in her singularity. From such treatments, women tend to trust the health professional and report the situation of violence, so at this moment, the professional have the possibility of developing actions with this woman to confront violence. It is important to emphasize that through the trust placed in the professional, a bond is created, which in turn broadens the dialog between the woman who experience violence and professionals, making attendance and follow-ups faster and more effective,[@bib0220] within the scope of HCN.

Likewise, the women spontaneous report about violence experienced favors the interventions and referrals of health professionals.[@bib0225] However, the taboos that are surrounding this problem favors the silence of women, professionals should employ strategies to stimulate reporting, such as building a relationship of trust and bonding, and the development of active listening.

The professional experience also helps the recognition of violence situations. Because they have been working for some time in the APS service, professionals have more experience and they know the daily lives of women and their families. This situation is understood after some experienced in the field, providing support to professionals for the identification of violence, and it is allowing them to become essential for ascertaining the suspicions of violence against women, even if the evidence is unclear.[@bib0230] Health professionals from APS can identify the situation of violence faster, because of the large service coverage and also the approach to women.[@bib0235]

Another potentiality refers to the observation of injuries in the female human body. Those injuries have particularities, because they are part of a context whose report does not fit with the type of injury. The emphasis on injuries is associated with the visibility of violence for health professionals, which corroborates with another study in which the assistance practiced by professionals to the women in situations of violence is primarily directed at the treatment of injuries.[@bib0240] Physical marks are visible (burns, fractures and others) that are treated as punctual demands by professionals.[@bib0225], [@bib0230] This reinforces the urgency to overcome the technical training that prevails in training and qualification courses in the health area, considering as content the violence against woman and the gender social category.

There are also different moments of the care process in which health professionals have the possibility to identify violence situations, among which they were mentioned, prenatal consultation and home visits. At prenatal consultations, although professionals do not directly question women about violence, they discuss the relationship they have with their husband and/or partner and their children. These experiences indicate the prenatal consultation as a potent space to identify violence against women.[@bib0245] This kind of conduct is in accordance with guidance that mentions the investigation of the conflicts existence in the family relationship as a way to identify situations of violence in the gestational period.[@bib0250]

At home visits, the professional, when entering the home of the female, can perceive possible manifestations of violence, by observing physical injuries, or by the woman, the children and/or partners behavior. On that occasion, professionals are able to detect signs and manifestations of different types of violence, and to approach users to report the situation of violence.[@bib0255] They have also the possibility of finding children and/or neighbors who may report the situation. Because, children often witness situations of violence against their mother, while neighbors may witness or hear something that characterizes a situation of violence. Regarding this aspect, a study showed that FHS professionals report that identification occurred mainly through the observation of signs, by the reports of women or of people close to them.[@bib0245]

Limitations to identify situations of violence against women {#sec0025}
------------------------------------------------------------

In this category, several elements that compose issues related to violence against women from the gender perspective, as following illustrations ([Table 4](#tbl0020){ref-type="table"}).Table 4Thematic category 2 and participants' testimonials.Table 4Category 2Denial of the situation of violenceWhen it comes to this issue (violence) people do not talk much about themselves \[\...\] is always the neighbor. P1Non-recognition of violenceI believe that the majority of the population, when they speak of violence, they think that it is physical aggression \[\...\] and that many women are raped daily, verbally and morally and they can't detect this violence. P4.Fear and blameThey (women) do not speak out of fear of coming home and getting hurt again \[\...\] I said, 'go there and complain because he drinks and beats the kids up'. And she said, 'if I do that I may come home and he would kill me'. P3.Flaws on the part of professionalsIn a basic unit that serves more than 30,000 people, there is less human resources than there should be. You can't know the reality of these people. You know what they tell you. P4.\
I have to do things fast, I do not have time to identify if the patient does not tell me. P20.Unpreparedness health teamThese issues of violence end up getting in the background because other issues are more urgent: prenatal consultation, childcare consultation. Thus, issues of violence, which are related to health, but are more of a social nature, end up left in the background. Even because they are difficult to work \[\...\] it is mostly about this biomedical, curative issue. We go there, do the procedure. Treat the injury, treat the pain. P4.Presence of the aggressorThe girl came here with him (her companion\... and wanted an excuse note not go to work). She said she fell, but we know she didn't. P18.\
Fear of professionalsWe are very vulnerable because we have no police here. What if we notify and they suspect of us? They (aggressors) can come here and shoot us. P4.

The participants mention aspects related to the concealment of situations of violence, evidenced by the woman\'s non-recognition of the situation she is experiencing, the visibility of physical violence and the invisibility of psychological or emotional violence. They also mentioned the possibility of the woman to be hiding and/or denying the situations lived, which results from fear of reporting, denouncing the aggressor, or even because they feel guilty. These aspects arise from the social construction of gender in which women occupy a position of inferiority in relation to men in the context of relationships, besides the fact that the use of violence by men is taken as natural.

In this scenario, professionals can develop activities to promote women\'s health in an individual or collective scope, informing them about the types of violence and their possibilities of coping. They must also reinforce the notion that violence should not be trivialized.[@bib0260] In direct care, adopting an attitude of willingness and empathic, respectful and nonjudgmental openness to break up the silence is something that minimizes the fear and feeling of guilt of women. With regard to silence, a study proposes that this represents one of the greatest barriers to the recognition and confrontation of violence against women, with the consequence of recurrent aggression.[@bib0225]

Concerning the women\'s fear of denouncing the aggressor, evidence points to the following reasons: concern with children; fear of retaliation on the part of the aggressor; belief that the aggression will no longer be repeated; belief that the aggressor will not be punished; and shame of the aggression suffered.[@bib0265]

Other aspects that hinder the identification of violence are related to flaws and lack of preparation on the part of the health team to provide care to the user and her family in their respective areas of training and performance. In spite of the shortage of health professionals in the teams, it is necessary that superficial consultations in which the professionals do not follow-up the women or the possibilities of dialog about the problem experienced are not possible must be eliminated.[@bib0270] In this respect, a study revealed that health professionals should provide adequate time to approach the subject with the victim.[@bib0275] This space is fundamental, whether in medical and nursing consultations, in home visits, or during the development of procedures.

The unpreparedness of the health team to identify and address the issue of violence can be explained by professional training that prioritizes curative and biomedical aspects, considering that most health professionals did not have contact with the theme during undergraduate training.[@bib0280] Therefore, it is necessary to include violence against women in the training of health professionals, so as to sensitize them and enable them to act in the face of this problem.

According to one of the health professionals interviewed, violence against women ends up left in the background because they believe that it is also a social issue for which they are not prepared to intervene. These results corroborate a research that points out that professionals working in health services have limitations to deal with problems such as violence because of the essentially social or personal nature of the problem.[@bib0285] Thus, it is fundamental that health professionals include the demands for care resulting from violence as the object of their actions by understanding that the breadth or complexity of the issue does not exempt professionals from helping women in situation of violence within the health care network.

The presence of the aggressor in the care setting was also reported by professionals as a hindrance for the identification of violence in PHC. This inhibits the reporting of women, the action of professionals and notification to authorities, often due to fear also felt by professionals. It is important to create strategies that guarantee the privacy of women: when in the unit, it should be requested that the possible aggressor leave the woman and the professional alone; when in the home, an appointment in the unit should be scheduled because, in general, men who practice violence seek to exercise control upon the actions of their female partners. As an example, in prenatal consultations, the user will hardly report the situation of violence in the presence of the aggressor.[@bib0270] As for the fear that the professionals feel, this is related to the possibility of retaliation by the aggressor, which is one of the determining reasons for not doing the notification in their areas of performance.[@bib0290]

Conclusion {#sec0030}
==========

The results give evidence of the need for professionals to recognize in their work attitudes in PHC their potentialities for the identification of violence among the (in)visible complaints of women, impelling the confrontation. It is urgent to include the theme in the training of health professionals and in their qualification through continuing education in order to qualify the actions that make it possible to detect cases of violence. This will imply in a clinical practice grounded, especially, in embracement and bond as possibilities to break with the silence that pervades situations of violence.

The limitations of the present study are typical of descriptive qualitative studies, particularly the fact that the study was developed in a local level, in some PHC services in just one municipality, making it difficult to generalize the findings. However, their results contribute with subsidies to (re)think the actions of PHC professionals in order to identify situations of violence experienced by women. Furthermore, the study presents valid findings for daily clinical practice and public policies in the perspective of care network to health and genders, seeking to confront and prevent new situations of violence. As implications, intervention studies are recommended to fill gaps and promote strategies to assist in this identification.What is known on the topic-Violence has several consequences for the health of women who experience it and the professionals involved in Primary Health Care (PHC) play a fundamental role in identifying and addressing this problem.-Most of the time, they are the first to be sought by women with various complaints or (in)visible evidence of violence. In public policies, PHC is recognized worldwide as the preferred gateway to the Health Care Network.What this study contributes-PHC has the potential to identify situations of violence against women through embracement; active listening; bonding; spontaneous reporting and observation of woman\'s behavior; professional experience; and actions such as prenatal consultation; home visits in which the story of children and neighbors arise.-It also has limitations such as denial and non-recognition of violence; fear and guilt; flaws on the part of professionals; unpreparedness and fear of professionals, sometimes due to the presence of the aggressor in the unit.-Given the potential of PHC to identify situations of violence against women, the results of this study can be used for daily clinical practice and public policies in the perspective of the health care network, seeking to confront and prevent new situations of violence.
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